
Your Name  _________________________________________________________________________________________

Affiliation  __________________________________________________________________________________________

Address ____________________________________________________________________________________________

City ________________________________________________ State/Province __________________________________

Country ____________________________________________  Zip/Postal Code _________________________________

email ______________________________________________________________________________________________

Phone (include area/country code) _________________________Fax (include area/country code)______________________

This gift is given to support: General Fund     The Research Fund

This gift is given: In honor of ...     In memory of ...

Name  ____________________________________________________________________________________________________

Address ___________________________________________________________________________________________________

City ____________________________________________________ State/Province _____________________________________

Country ________________________________________________  Zip/Postal Code ____________________________________

Please send an acknowledgment:
to person and address above   to the following person/address:   No acknowledgment is necessary.

Name  ____________________________________________________________________________________________________

Address ___________________________________________________________________________________________________

City ____________________________________________________ State/Province _____________________________________

Country ________________________________________________  Zip/Postal Code ____________________________________

Payment CChoice:

I am enclosing a check for $________________ made payable to “Post-Polio Health International.” (USD only)

Please charge $________________ to this credit card:  VISA   MasterCard   Discover

Card No.  ______________________________________________________________________________________

Exp. Date ___________________   Card Verification # (3 digits on back of card) _____________ 

Name on Card __________________________________________________________________________________

Signature _______________________________________________________________________________

Send this form to: Post-Polio Health International, 4207 Lindell Blvd, #110, Saint Louis, MO 63108-2930
USA, 314-534-0475, 314-534-5070 fax      

For Donations to PHI
Support Post-Polio Health International’s educational,

research, advocacy and networking mission.
For donations made to honor or memorialize a colleague, friend or loved one, please
include contact information for the person(s) who should receive acknowledgments from
PHI for the gift(s). 
Print this page, fill in the information and mail it with your check (payable to “Post-Polio
Health International”, USD) or enter your credit card information to Post-Polio Health
International, 4207 Lindell Blvd., #110, Saint Louis, MO 63108-2930. 
Questions? Email info@post-polio.org or call 314-534-0475.
Memberships are 100 percent tax-deductible. Rates Effective July 2007

Memorialize or

honor a colleague,

friend or loved one.


